Treatment: Cloxacillin and drainage of the abscess and medullary cavity produced rapid symptomatic improvement.
One month later, following a second drainage operation, the wound broke down, exposing part of the tibial shaft. X-rays showed that the diaphysis was sequestering (Fig 1) . Subperiosteal resection of the diaphysis was delayed until the eighth week after admission (Fig 2) . The wound healed rapidly. Cloxacillin was given for a further twelve weeks and a plaster cast retained for nine months by which time the tibial shaft had largely regenerated with only 4 mm shortening. The knee and anklejoints regained full movements and X-rays of the epiphyses were normal (Fig 3) (Fig 2A,B ) and sublux it on the left. Dislocation of the head of the fibula was also possible on the right by internally and externally rotating the ankle. Operation (27.11.64): The shaft of the fibula was exposed and a one-inch segment of the middle third was resected subperiosteally, the resected employed but he has remained symptom free, cross union having occurred between the fibula and tibia together with reconstitution of the fibula in the excised area.
Comment
Recurrent dislocation of the head of the fibula is uncommon, the previously recorded cases (Delaney et al. 1956 , Vitt 1948 , Macklin et al. 1940 ) having all followed injury. In this instance there was no injury and the condition was familial but not associated with congenital joint laxity.
One further patient (Case 2) with the condition has been seen: A J M, a boy aged 10, who gave a five-year history of intermittent pain on the lateral aspect of his left thigh associated with difficulty in bending the knee. In this instance, also, both knees were affected upon clinical examination, though only one was producing symptoms. Several members of his family were found to be affected (Fig 3) the pattern of inheritance appearing from the two family trees to be an X chromosome linked dominant gene. Treatment in Case 1 by producing a cross union between the tibia and fibula has proved satisfactory. In Case 2 the superior tibiofibular joint was explored, revealing a loose capsule with tremendous elasticity allowing the head to be completely displaced anteriorly or posteriorly. Treatment was by excision of the head and pegging of the upper fibular stump to the tibia with a bone peg made from the excised head. Tibiofibular union readily occurred with complete relief of symptoms.
